Culture plays a key role in the way health is perceived and the way healthcare is used. It has been seen that there are many barriers to accessing healthcare, particularly for those who come to the UK with a different background language, religion and healthcare structure. A literature review and content analysis has been performed using 60 articles, selected from the databases PubMed, Scopus and Web of Science, in order to expose how diverse the patient and healthcare professional population truly are, the number of barriers to healthcare and how one can improve access to become culturally competent. Although this is only a small sample of the material present, it is evident that at the present time physical amenities such as having a translator present, as well the training of the healthcare professionals to be able to make the most of the situation and see the patients in a holistic and biopsychosocial approach, reveal an important area to focus more on in practice as well as in research. Thus an increased availability of resources and training needs to be made available for both patients and healthcare professionals in order to ensure competence in accessing healthcare services.
Introduction
The world is becoming progressively more diverse, with variances in age, socioeconomic status, religion, personality, as well as in race and ethnicity. This change in ethnicity and identity over time affects the very constructs of society, causing us to question how well we are embracing other cultures, without losing the diversity and traditions each represent, but also how much change should we make if we are to make an equal society.
One of the many ways in which culture can be defined is as a group of individuals who have similar attitudes, beliefs and values, both in the group and when on their own. 1 Hence this suggests that culture forms from a sharing of commonality in the way you behave and perceive, rather than specifically your ethnic or racial heritage. Beagan 2 suggests that there is a power and dominance which features in today's society as everyday racism, a term first used by Philomena Essed, thus perpetuating the inequality and normalization of asserting authority over others deemed different. This highlights the need for guidance and research into how to appreciate the multicultural world we live in today and augment equality in all aspects of society, as we still do live in an unequal and discriminative society.
Nevertheless, cultural diversity is present, and is an ever debateable issue within healthcare. With both the population of patients and healthcare professionals becoming more diverse, the National Health Service (NHS) is becoming more and more challenged to ensure good access and provision of excellent medical care. The NHS constitution sets out what the NHS as a service should provide for the patient i.e. access to free healthcare to everyone who clinically needs it, and the rights for the staff who provide this care. This in theory helps to tackle any issues about trying to increase public knowledge about what they can access, and what to expect from the NHS. However, as discussed in a report in the Health Care Analysis, 3 there are still many aspects which need to be addressed with regards to Human Rights alongside the NHS, including the right to refuse treatment on religious grounds, and the right as a healthcare professional to opt out of some treatment procedures. It is evident that though there is research, there is insufficient delivering of excellence in cultural competence and society is already witnessing effects. 4 Therefore, the aim of this article is to highlight the different aspects of current issues surrounding multiculturalism in healthcare, particularly to appreciate what the world of medicine has to face when attempting to tackle multiculturalism in healthcare and also to reveal what provisions are already in use and how well they work, from both the view of the patient and healthcare professional.
Search Strategy, Selection Criteria and Qualitative Analysis
This literature review was conducted using online databases to cover all health science articles, of which two of them (Medline and PubMed) are based around biomedical literature, whilst Review the other two (Scopus and Web of Science) look more broadly at health science. The articles were chosen using a search with the following terms: (1) cultural diversity of the patient, (2) multicultural attitude to health, (3) cross cultural communication barriers, (4) cultural diversity of the healthcare professionals/physicians, and (5) cultural competence training.
Other criteria included being written in English and also being within the last ten years, from 2005 until 2015, in order to ensure that the most up to date research and relevant, were included. As this revealed thousands of articles, the selection involved reading the title and the abstract of the articles, then choosing the first three results for each search, on the basis that these are immediately relevant to the themes of diversity of the patients and healthcare professionals and healthcare provisions.
Once selected, the articles were run through NVivo 10 (Victoria, Australia) 5 to enable qualitative analysis based on their original search criteria. The qualitative analysis involved a content analysis, which was performed on each article for each search term using a summative approach, thus the article was read and if any quote was inferred to be related to a theme, then the article was included in that theme's results and discussion. If an article was found via the first search term but also contains information about a second search term, then the article could be used for both themes.
Search Results
Over the period of January and February 2015, a total of 60 articles were selected and analysed. The number sixty was chosen to enable the top three articles in each search of each key term in each database, to be considered in the analysis. Table 1 shows all of the articles selected as well as which search terms can be found within each article and hence how they have been used in the discussion below.
Of the 60 articles, there are 32 articles which are relevant to the theme of cultural diversity of the patient, 25 articles for the topic of multicultural attitudes to health, 20 articles appropriate to the query cross cultural communication barriers, 25 articles for cultural diversity of the healthcare professional, and 33 articles about cultural competence training.
Cultural Diversity of Patients
There are many characteristics surrounding the social and cultural diversity of a patient, and so it has become an important aspect of medical communication, forming a basis for decisions, expectations and acceptability in both eyes of the healthcare professional and the patient. 6 In today's society, there is an increasing proportion of people who have moved from their country of origin to be where they are today, and in a few cases immigrants can be found to have health problems. This can be something that they have carried with them from their country of origin, or as a result of the process of migration and the stress of the new environment, leading to biopsychosocial health problems, 7 including post-traumatic stress disorder, depression, 8 asthma, 9 communicable diseases, and reproductive complications. 10 Migrants may have to undergo rigorous checks before being able to migrate into e.g. Australia, or may be part of the new rich population where immigration is planned, thus a phenomena known as the healthy migrant effect can also be seen where they enjoy better health. However, as the migrants acculturate into society, the lack of access to resources, in particular healthcare, may lead to a decline in their health and thus a higher incidence of disease. 11, 12 There are two main groups of factors that are thought to lead to the health disparities that can be seen: differences between the country of origin and the country migrated to with regards to language, culture and environment; and post arrival socioeconomic factors, including marginalization, lack of access to programs and poverty. 13 Patient diversity is reflected in physical aspects as well as sociocultural aspects. Haskell and Segal highlighted the anatomical variability, 14 whilst Minkov and Bond looked at the genetic polymorphisms in the way that some nations have higher proportions of people who carry a polymorphism associated with risk taking and impulsivity. 15 Cultural diversity also exists in beliefs, religion and spirituality, which can be found to play a role in the way that healthcare is perceived. One of the examples of religious practices which conflicts with medical care, but is a common practice amongst cultures in the Middle East and Africa, is female genital mutilation (FGM). This is seen as a rite of passage for many young girls, to enable her to become a woman, even though it is illegal in many countries, and there are many physical and psychological consequences for the girl who has this done to. Yet it is estimated that 130 million girls and women have undergone FGM and many more are at risk having a sort of the procedure undertaken. 16 Religion and spiritual beliefs have been seen to affect the health of the patient in a different manner at the same time, with more involvement being associated with lower blood pressure, fewer strokes, lower rates of heart disease, 17 a reduced access to hospice care and less aggressive medical interventions in end of life care. 18 Palliative care patients who were well supported religiously focused on positive outcomes, were more hopeful despite their despair, and had a higher coping capacity. 18 There are also different views of acceptable treatment that can be given. Tomlinson and Stott 19 investigated international attitudes of assisted dying in dementia, revealing differences in views with regards to gender, ethnicity, education, religion and geographical location, whilst another study 20 reported that though a need may be recognised, e.g. with kidney transplantation, such ideas are simply not considered. Some more of the aspects that may be encountered with regards to culture include fasting and taking medicines, and also the origins of the ingredients in the medicine itself, which would impact the compliance to the medication prescribed. Help is also often sought from traditional and alternative medicines as well as from faith healers. This needs to be discussed with the patient, providing more information, and finding alternatives to the drug formulation to ensure that the patient is viewed as a person, in a pluralistic society. 17, 21 Patterns of discrimination were found in many aspects of socially influenced measures of wellbeing including housing and 22 Hooker and Noonan 23 exposed the hegemonistic western culture, in which medical humanities marginalise diversity and different cultural traditions, making them a negative deviation from the norm of Anglo-American and European culture, and stigmatising this as different and therefore devalued, thus perpetuating the disadvantage of not being from the dominant culture. Cunningham et al 24 emphasises this point with research into prior studies finding that Blacks perceive discrimination when Whites do not, and attribute the cause differently, thus highlighting the importance of perception from both patient and healthcare professional.
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Dynamic sizing for each individual patient has been found to be a key part of the balancing act, between not defining difference using universal commonalities, and highlighting the differences which leads to discrimination. This can be seen to be complicated by multiple ethnic groups, ambiguity of the culture, simultaneity of multiple ethnic groups, fluidity, and misapplication of an individual's cultural orientation relative to the cultural groups. 22 Thus cultural differences between the patient and physician can be problematic, and this leads to a decreased quality of care and a higher burden of disease in these individuals. 11
Multicultural Attitude to Health
The priority which people place on healthcare and medicine varies with ethnicity, religion, socioeconomic status and access. This includes whether the patient is or isn't involved in the decisions about their healthcare. The idea of "shared decision making" where patients are involved in how to manage the situation uses the basis of ethical principle of patient autonomy and patient centred care seen in Western medicine, although Vidaeff, Kerrigan and Monga 25 reported that some cultures including Middle East or Eastern Europeans, do not inform the patient of terminal diagnoses as this may accelerate death or "cruelly burden the time left to live", hence do not value patient autonomy over culture and beneficence.
The cause of symptoms presented are also debated from the various models, it can be described as supernatural 8, 26 and therefore requiring religious aid such as prayers and complementary treatments, or biomedical that may require medication or surgery. Read et al 27 researched into the use of complementary and alternative medicine by patients of various ethnicities in Canada, finding that many women endorsed the complementary and alternative medicine for infertility, focusing mainly on acupuncture and Chinese or other herbal medicines, as well as medicines that derived from their cultural backgrounds. This pursuit of their own culture's traditional healing methods may not be seen as acceptable or understandable by healthcare professionals in the dominant culture, 27 revealing the strong paternalistic and biomedical feature of some clinicians which may discourage patients from seeking healthcare. 28 Thus the act of introspection and deconstruction of a situation, by looking at the way in which human biology may be different e.g. body shape and build, how ethnicity is perceived by the individual, and the associated societal preconceptions; so as not to be inadvertently prejudiced, is key in order to make available a patient-centred model of biopsychosocial care. 14, 29 Shefer et al 26 explored the views and attitudes of healthcare: self-critical (biomedical), medical critical, traditional and integrating; highlighting the different aspects to consider when trying to engage people and the relative importance of healthcare to each individual. These points of view can vary across a variety of topics: medications seen as both harmful and helpful, 30 assisted dying and euthanasia, 19, 31, 32 and what counts as an illness within the society. 26 This may lead to the development of a lack of understanding of their own health, Tan 
for example with regards to diabetes terminology, 33 fear and misunderstandings with organ donation and transplantation 20 and ultimately the incompletion of treatment. 34 Discrimination from their community is another aspect which can influence an individual from seeking treatment. Stigma about mental disorders, 8, 26, 35 sexual and reproductive health, 36 and HIV 37 may set in motion a range of cultural responses; some may feel the need to hide the problem due to fear of rejection by their family or local community, or may fear the impact on the family's reputation and further prospects by the family thereafter. 26, 36 The imbalance of gender can also dictate whether treatment is sought, with males holding most of the power. 36, 38, 39 On the other hand, the community can provide much of the needed support and advice, whether the relatives are living nearby or via the telephone or the internet, enabling them to gain experiential knowledge as well as learn where to purchase products from their own culture, for example foods from a specialty ethnic supermarket which have been religiously or culturally sanctioned at the time of pregnancy. 12 Patients report many different experiences from the healthcare system, with some reporting that there was discrimination, and a lack of understanding about their culture including health related beliefs and dietary requirements 40 as well as facing many access issues, a lack of support and education about available services. 10, 36 Another issue that was highlighted was about trust and confidentiality; many do not trust the healthcare services for fear of being reported or stigmatised. 8, 20, 26, 36 Others reported that they were felt to be respected, and that their care was tailored to their needs. 40, 41 
Cross Cultural Communication Barriers
There have been many reports of barriers to accessing healthcare, including language barriers and general poor communication between the healthcare professional and the patient and their family. This has been seen to lead to a number of incidents where the patient and the healthcare professional are unsatisfied with the care given and received. 7, 8, 25, 35, 36, 38, 39, 42, 43 The impact of different languages and translation in this poor communication reduces the chance of receiving good treatment and adherence to the treatment set, but interpreting services, via telephone or face-to-face are yet another demanded resource that the healthcare system is unable to provide to the necessary standards. 8, 30, 35, 39, 43 Many research papers also review the perceptions of the healthcare system from a variety of cultural backgrounds. Here they look predominantly at the differences between their home country's healthcare system and the new healthcare system of the country they have moved to, showing that there are changes in the way the healthcare professionals behave and act around the patient, 44 especially the spoken and body language aspects of communication. 25, 32 There are also circumstantial factors which play a part in acting as barriers such as financial status and socioeconomic status that have been found to result in low service use. 7, 8, 36, 38 In addition, experiential factors such as long waiting times, care that does not meet their standards, and a lack of transport to access the healthcare can reduce service use. 7, 35, 36, 38 A lack of knowledge about what the patient can expect to receive or even how to begin to access healthcare has also been shown to act as a barrier. 7, 45 Such factors affect social inclusion which has been found to promote wellbeing, mental health, and decision making capacity and discourages discrimination and stigma, 46 and also increases the anxiety of the situation, for fear of being stigmatised or outcast from society for attempting to access healthcare, resulting in less willingness to access the care they need. 26, 38, 39, 47, 48 One of the other barriers to healthcare is how healthcare professionals are facing multiculturalism in healthcare which has resulted in "culturally competent care [that was] misguided or insufficient". 44 There have also been notable shortcomings in policy and regulation in trying to achieve cultural competence, 42 on top of issues such as stereotyping, 25 time pressures in accessing the information that the healthcare professionals require 45 and lack of training. 43
Cultural Diversity of Healthcare Professionals
The healthcare professional workforce can also be seen to be diverse, with the number of physicians from migrant backgrounds increasing. Giacco, Matanov and Priebe 8 found that of the mental health services sampled, seventy six per cent had members of staff with migrant backgrounds, and this was frequently considered to be an effective way to address the migrant population of patients. 8, 49 Many studies reveal that though this may be happening, the physician population is still majorly under representative of the patient population with regards to ethnicity although gender is imbalanced too. 43, [49] [50] [51] The make-up of the population of medical specialties varies, with physiotherapists being divided by gender and so the male domination of sports and manual therapy, 52 and that there is a statistically significant difference between the characteristics of a physician in the surgical speciality in comparison to one in a non-surgical specialty, with regards to gender and political identity. 53 Physician attitude is also different with regards to their views on assisted dying and dementia, 19 truthfulness to the patient and their family 31 and their perceptions of end of life care. 37 The performance of medical students has been shown to be dependent on their ethnicity and the culture that they are in, with research revealing that in the UK, those who are non-White are more likely to have a lower achievement, although networking factors had a greater impact on grades than ethnicity. 54 Healthcare professionals with a migrant background disclose diverse experiences in the workplace. Some report positive or supportive relationships, 37,55 whilst others report negative, discriminatory and upsetting relationships with their colleagues. 55, 56 Leyerzapf et al 57 found that a cultural minority ethnicity of a physician is seen by specialists and heads of departments to possibly cause a delay in the career paths of the students, although they are also seen to participate less in extracurricular activities including doing internships and PhD research which may also impact on their career. It was also noted that "cultural minority respondents stressed that their experience of constantly standing out in a negative way because of their cultural background" making what they felt as valuable, as something to be ashamed of. This lack of understanding of different cultures is being seen to impact not only the patient-physician relationship, but also the relationship between healthcare professionals 55 when their cross-cultural experiences could be used as an educational benefit, for other healthcare professionals to learn from. 32, 58 
Cultural Competence Training
There has been a lot of research into the development of resources to be used to help with cultural competence. This includes the use of medical interpreters available in person, the ideal scenario, or via telephone or videoconference 59 as well as providing resources in a range of languages and a variety of modes of communication, e.g. emails, leaflets, phone calls. 44, 60 There are many training models, teaching how to make effective communication for a range of audiences, to enable the healthcare professional to reflect on how to give the patient the information that they need and assess patient satisfaction. 28, 42, 44 Training should take place using a variety of teaching methods, for example with acting, eSimulation9, 61 or cultural immersion experiences and not just via lectures and readings. 62 With acting, by performing the other role, this enlightens the individual by stepping into the other's shoes, and giving them experience that they can draw on when in a consultation. 33, 42, 52 The Interprofessional Community Health and Education Exchange (iCHEE) sessions are another good example of training in a multidisciplinary team, where four five-hour-long sessions in the community are used to discuss how they would tackle cultural and medical issues in physically inconvenient and resource poor environments. 13 As Saunders, Haskins and Vasquez 63 highlight the elusiveness of cultural competence, they indicate the problems with the training provided including instructors feeling uncomfortable in exploring cultural competence and the issue of ascertaining where to draw the line as to when to say that someone is culturally competent, hence revealing a lifetime "journey to an elusive goal". A lack of knowledge of what exactly to teach was also stressed as an issue. 64 Another issue is the complexity of the situation, for example with female genital mutilation (FGM) where the healthcare professionals need to be taught with how to be sensitive and non-discriminatory but at the same time, know to report the incidence of FGM and the complications and risks involved with it. 16 One of the areas of concern involves the recognition of cultural conceptual tensions and the difficulty in adapting the situation without being seen as discriminative. 63 This promotion of stereotyping in order to teach about ethno-specific groups, can be seen to go against the purpose of the training. In addition to this, the very way in which we assess health, particularly mental health, is Westernised, and what can be seen to be normal in one culture, may be seen as abnormal in another, hence revealing the need for better tools for assessment. 6 National initiatives should also be used to the full extent, with the enrolling of more ethnic minority medical students 50 and the adaptations to the medical school curriculum to reflect the changing society 58 and invest in more culturally competent care. 24 Giacco, Matanov and Priebe 8 revealed the importance of organisational flexibility, interpreting services, culturally aware staff, psychoeducational programs, ensuring stable relationships with patients and having clear guidelines of what people are entitled to, in order to have good practice within healthcare.
To improve access to the healthcare system, there need to be bridges, whether this is by the community mental health team 65 or the learning of another language to increase the sense of value. 55 Alternatively, proactively recognising their healthcare by including non-biomedical explanation models of illness or revealing implicated ingredients in a medicine etc., helps to ensure patient autonomy and encourages the access of healthcare by improving the experience of seeming helpful as opposed to distrustful and manipulative. 17, 21 
Conclusion
In conclusion, this literature review of sixty articles has highlighted the importance of the variety in culture and being able to find the right way to deal with the issues surrounding intercultural communities. With a multitude of ways in which the patient and the healthcare professional can differ, whether it is the physical health status, psychological beliefs, or schemas teamed with experience; this all leads to conflicting views on aspects within healthcare. One of the challenges with tackling intercultural competence by the healthcare professional is attempting to find the balance between cultural distinctiveness and discrimination; dynamic sizing for each individual patient is suggested, a process riddled with many complications and can ultimately be detrimental to the health of the patients themselves. As seen in this article, which only samples a handful of the research, there is a lot of research that has already been undertaken in this field, with a recognisable need for this to be translated into practice and into the healthcare systems. Resources need to be made readily available for everyone to use, and the adaptation of the healthcare system to an ever-changing society needs to be commenced. This includes having the idyllic interpreter who is capable of explaining medical terminology, being present at all times when the patient accesses healthcare to enable continuity of care. Healthcare professionals need to be able to bridge the gap between the healthcare systems and the community. Healthcare professionals themselves need to learn to recognise the differences in themselves, between fellow healthcare professionals and the patient population, and reflect this back into their work, creating time for those that need it the most, being more open to diverse methods of seeing and treating patients, making the most of their heritage and ensuring good medical practice.
